
AFFIDAVIT OF QUALIFYING PATIENT 
Affidavit in lieu of Registry ID Card 

 
STATE OF MICHIGAN ) 
                         COUNTY ) 
 
Affiant, being first duly sworn, and having personal knowledge of the facts stated in this affidavit, says as follows: 
 

1. My name is _______________________________.                  My date of birth is ________. 
 
2. My address is _______________________________________________________________. 
3. I am a "qualifying patient", having been diagnosed by a physician as having a stated debilitating medical 

condition. My physician has made a written certification, a true copy being attached hereto, as patient’s 
medical record, stating my debilitating medical condition and that, in the physician’s professional opinion, I 
am likely to receive therapeutic or palliative benefit from the medical use of marihuana to treat or alleviate 
that debilitating medical condition or symptoms associated with that debilitating medical condition. 

4. The Name, address, and telephone number of my physician is as follows:  
 
 
Print Name: _____________________________________________________               Phone: _________________________. 
 
Address: _______________________________________________________________________________________________. 
 
     I DO NOT have a primary care giver, and will personally cultivate up to 12 marijuana plants for medical use. 
 
 
 
                   (Fill in the next section only if you do have a primary care giver)  
 I have a primary care giver; I make the following designation. My primary caregiver will cultivate marihuana 
plants and possess marijuana for my benefit, and assist me in the medical use thereof, as specifically allowed by the 
Michigan Medical Marijuana Act. The name, address, and date of birth of my primary caregiver is as follows: 
 
 
Print Name: ______________________________________________________               Phone: __________________________. 
 
Address: _________________________________________________________________________________________________. 
 
 
 
 
Signed this date: _________________    Qualifying Patient Sign Here: _________________________________________. 
 
 
      
Subscribed and sworn before me on this date __________by the Qualified Patient _______________________________. 
 
 
_______________________________________ 
Print Name: 
 
Notary public, State of Michigan, County of _____________________. 
 
My commission expires: __________________. 
 
Acting in the County of ___________________.  
 
*If at any time after the 140 days following the effective date of this act the department is not accepting applications, including if it has not created rules allowing qualifying patients to submit applications, a notarized 

statement by a qualifying patient containing the information required in an application, pursuant to section 6(a)(3)-(6) together with a written certification, shall be deemed a valid registry identification card. Must also 

maintain possess a "Written certification" (a document signed by a physician, stating the patient's debilitating medical condition and stating that, in the physician's professional opinion, the patient is likely to receive 

therapeutic or palliative benefit from the medical use of marihuana to treat or alleviate the patient's debilitating medical condition or symptoms associated with the debilitating medical condition.  


